Perineal dissection: The incision was carried from the base of the coccyx, around the anus, as far forwards as the root of the scrotum. The levatores ani, both layers of the triangular ligament and the membranous urethra were divided. The prostate and the neck of the bladder were freed from the pubis, allowing the mass comprising rectum, bladder and prostate to be withdrawn through the perineum (Fig. 1 ).
Transplantation of ureters: Modified Coffey 11 technique. Ureters splinted with "Portex" plastic tubing introduced as far as the renal pelvis, and secured by a silk ligature tied around the lower end. Lower end of right ureter drawn * in. into the cecum and secured by a few stitches. Portex tube brought out through the stump of the amputated appendix and the abdominal wall in the right iliac fossa. Left ureter similarly implanted into the descending colon and Portex tube brought out through the left iliac end-colostomy (Fig. 2) . Progress.-Uneventful recovery after initial ileus had been overcome by carbachol and ar enema on the sixth day. Uireteral tubes withdrawn on eighth and twentieth days respectively, followed by rapid healing of stab incision in abdominal wall. Intravenous pyelogram foui months after operation shows moderate dilatation oflrenal pelvis and calyces on both sides and good excretory function.
Microscopical report (Dr. L. W. Proger).-Well-differentiated columnar-cell adenocarcinoma with extensive mucoid areas. The tumour is deeply infiltrating the rectal wat which is firmly adherent to the bladder. The bladder wall and intervening tissues show intense chronic inflammatory infiltration ( Fig. 3 ).
COMMENT
Recto-cysto-prostatectomy is unlikely to be often performed for it is indicated only ir the following circumstances:
(1) The growth in the rectum has invaded the base of the bladder.
(2) The ureters are not invaded.
(3) Local, peritoneal and lymphatic spread are not beyond the limits normally precludini an abdomino-perineal excision of the rectum. (4) The liver is free from metastases. (5) The patient is young enough and fit enough to withstand a formidable operation. (6) The patient understands the nature of his subsequent disability and is capable oi managing a wet colostomy.
IUnder these conditions recto-cysto-prostatectomy provides a worth-while extension oi the scope of radical surgery in advanced carcinoma of the rectum. History.-He complained of rectal bleeding and occasional incontinence; he had previously been treated elsewhere for colitis.
Examination.-He presented a granular proctitis which sigmoidoscopy showed was limited to the lower 6 inches of the bowel.
Course.-Medical treatment was carried on with variable success: periods of quiescence varied with bouts of exacerbation and ten years later (1943) he was keeping well and sigmoidoscopy showed very little amiss-only a slight suggestion of granularity. In 1945 his colitis became more active with passage of loose offensive stools; this settled down on sulphaguanidine.
In May 1947 he suddenly began to go downhill, with loss of weight and some abdominal pain before the bowels moved. When admitted (3.6.47) there was an alarming change in his appearance; his abdomen was slightly distended and free fluid could be demonstrated. A barium enema showed areas of chronic stenosis involving the pelvic colon and distal part of the transverse colon: in the pelvic colon the view suggested the presence of granulomas and this was confirmed by sigmoidoscopy which showed heaped-up granulations. A biopsy was done and sections showed inflammatory polyps but no sign of malignancy. On June 10, 1947, a paracentesis of the abdomen was done and 10 pints of fluid removed.
Operation (12.6.47).-The abdomen was explored through a right paramedian incision and free fluid removed by sucker. The great omentum was found to be about an inch thick and infiltrated solidly with carcinoma; the parietal peritoneum was also studded with fine nodules. The site of the primary growth could not be determined with certainty. A wedge was taken from the omentum for section and the abdomen closed.
Subsequent course.-The patient went steadily downhill and died on 20.6.47. His age at this time was 56 years.
Post-mortem.-The post-mortem examination showed an advanced stage of ulcerative colitis affecting the whole colon and also a stricture in the transverse colon. Sections of this stricture showed a very anaplastic type of colloid carcinoma spreading into the muscle and pericolic fat and causing metastases in the mesenteric lymph glands. The omentum was bound down to the growth by dense adhesions and was permeated throughout by carcinomatous growth (Dr. Cuthbert Dukes). CASE ff.-Mrs. L. P., aged 40 when first seen in the O.P. Department at St. Mark's Hospital, 6.6.39.
History.-She gave a history of diarrhoea with passage of blood and mucus for two years. Examination.-She was a thin pale woman and sigmoidoscopy showed a severe ulcerative colitis with a thickened inelastic wall, small areas of polypoid mucosa and much pus coming down from above.
Operation (8.6.39).-Appendicostomy performed and opened a week later by cutting it across with a cautery. Subsequent course.-Daily washouts with saline and bicarbonate lotion were then begun, together with olive oil instillations at bedtime, and on this routine she improved quickly and put on weight. By October 1939 the rectal mucosa appeared pale and smooth.
In 1941 she developed a chronic cough and was X-rayed with indefinite findings, but in 1943 and 1945 definite X-ray evidence of pulmonary tuberculosis was obtained, although the sputum was negative. During this time her colitis remained fairly quiescent, although in 1940 and again in 1941, 1943, and 1946 , granulomatous polypi were removed from the rectum and were pronounced to be benign.
In May 1945 a barium enema examination showed multiple filling defects in the descending iliac and pelvic colon, which it was thought might represent hyperplastic tuberculous nodules rather than simple adenomas or granulomas.
In 1947 she began to go downhill and lost weight. Her abdomen had a "doughy" feel, with an indefinite mass palpable in the left iliac fossa and it was thought that these findings were explainable on a basis of tuberculous peritonitis. In addition she had a pocket in the posterior wall of the anal canal, which was probably evidence of a chronic tuberculous ulceration.
In October 1949 she was seen again as an out-patient; she had a pronounced moist cough and had wasted greatly. On January 9, 1950, she was sent up as an emergency with subacute intestinal obstruction. Her abdomen was distended, with a palpable mass (? fecal), in the left iliac fossa. Rectal examination revealed a tight rectal stricture through which a finger could not be passed.
Operation (12.1.50 ).-Right paramedian incision. Free fluid was present. The left half of the colon was greatly thickened: the pelvic colon was adherent in the left iliac fossa and felt curiously hard and greatly thickened. Pin-head nodules were found in relation to the terminal ileum and cecum and were thought to be suggestive of old tuberculous peritonitis. A terminal ileostomy was established and the distal end closed flush with the caecal wall. Subsequent course.-On the day following operation her condition was quite satisfactory, but on the second post-operative day she had an epileptiform fit with frothing at the mouth; this proceeded to coma and she died a few hours later. Her age now was 50.
Post-mortem.findings (Dr. Cuthbert Dukes):
Abdomen: A large quantity of clear yellow fluid. Slight adhesions in coils of small intestine near ileostomy. Mesentery of small intestine thick and fibrous and covered with tubercles. Large mass in pelvis surrounding rectum. Hmemorrhoidal and aortic glands much enlarged. Wall of rectum and colon massively thickened. Polypoid tumours in distal end of pelvic colon but no visible tumour in rectum which showed a dense fibrous stricture. Liver pale and shrunken. No metastases present. Spleen much enlarged and very soft.
Left suprarenal showed haemorrhage.
Thorax: Effusion in both pleural cavities and into pericardium. Heart normal. Right lung contained old tuberculous lesion at apex. Dense adhesions to chest wall.
Brain: Some cedema and congestion. No sign of hemorrhage or thrombosis. Cause of death: Generalized cedema, especially with abdominal effusion, associated with chronic ulcerative colitis on which colloid carcinoma had supervened leading to carcinomatosis peritonei.
Microscopic structure of tissues removed at autopsy Rectal stricture: Colloid carcinoma spreading diffusely in the perirectal tissues.
Haemorrhoidal glands: Several metastases present. Aortic glands: No metastases found. Right lung: Active tuberculous lesion. Peritoneal nodules on small intestine, &c.: Secondary deposits of carcinoma.
COMMENT In both of these cases expectant treatment was carried on for too long. In the first case an ileostomy and total colectomy should have been done in November 1945, when the barium enema films showed a chronic procto-colitis reaching the ulcerative stage. A review of the clinical notes indicates that malignant change and its development to the inoperable stage took place during the last six months of this patient's life and the rapid extension of the growth is well explained by the microscopical findings that it was of the high-grade anaplastic type.
In the second case my attitude towards the bowel condition and its treatment was biased by the fact that the patient was proved to have pulmonary tuberculosis. Later events showed that she should have had an ileostomy and a total colectomy at least five years before she reached the terminal stage in 1950. These cases show that the development of pseudo-polyposis should constitute a grave warning of worse to come and provide a certain indication that ileostomy and total colectomy have become necessary. R. A. Scarborough and R. R. Klein (1948, Amer. J. Surg., 76, 723) mention a series of 15 patients with pseudo-polyposis secondary to chronic ulcerative colitis, and 4 of these patients had-a carcinoma, which, in 3 cases, proved-to be inoperable..
The only real hope for these patients with advanced fibrosing ulcerative colitis is for radical surgery (colectomy) to be undertaken before the onset of malignant change. [I?r. Cuthbert Dukes showed an operation specimen illustrating the development of squamous-cell carcinoma in a post-rectal dermoid cyst.]
History.-The patient, Mrs. A. S., now aged 41, first attended St. Mark's Hospital in 1935 complaining of the discharge of pus from the rectum: first noticed when she was only 6 months old.
On examination.-A rough granular area was present on the mucous membrane of the posterolateral wall of the rectum. Biopsy from this region showed only normal mucous membrane and inflammatory cells. From 1935 to 1949 the patient attended St. Mark's Hospital frequently, and also other hospitals. The condition was generally regarded as a chronic abscess, but in May 1935 Mr. Naunton Morgan had already written in the patient's notes: "This is probably a suppurating perirectal congenital cyst."
Biopsy.-In April 1949 a small papilloma was noticed situated on a tender swelling in the left posterolateral quadrant of the upper third of the rectum. Biopsy from this region now showed squamous epithelium undergoing proliferation and this was assumed to have been derived from the fistulous opening of the cyst.
Operation.-In July 1949 the opening appeared to be larger and further biopsy now revealed squamous-cell carcinoma. For this reason a synchronized combined excision of the rectum was carried out by Mr. Naunton Morgan and Mr. Lloyd-Davies. The patient made an uneventful recovery from the operation and is now in good health.
